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The association of complete atrioventricular canal with tetralogy of Fallot is a rare combination occurring in less than 5% of patients with complete endocardial cushion defects (Fisher et al, 1975) . The operative risk for patients with isolated tetralogy of Fallot or atrioventricular canal is now acceptable. In the past two years we have operated on 89 children with tetralogy of Fallot, with four deaths (4 5%), and 15 children with complete atrioventricular canal, with three deaths (20%). The results for total correction of patients with both these anomalies have been poor, and only a few successfully corrected patients have been reported (d 'Allaines et al, 1969; Fisher et al, 1975; Mills et al, 1976; Pacifico, 1977; Zavanella et al, 1977) .
The purpose of this report is to present a 5-yearold child with type C atrioventricular canal associated with tetralogy of Fallot. Both defects were successfully corrected.
Case report
The patient, a baby girl, was born after a 39-week gestation. The pregnancy was complicated by preeclamptic toxaemia. The mother, aged 40, had had nine previous pregnancies, five of which ended in miscarriage. The A vertical right ventriculotomy was performed and an infundibular resection carried out. The ventriculotomy was extended across the hypoplastic pulmonary valve annulus, and a woven Dacron patch was sutured into the left pulmonary artery and the ventriculotomy. After this, repair of the atrioventricular canal was performed through the right atrium using the technique described by Rastelli and associates (Rastelli et al, 1968 She was discharged on the 16th postoperative day, and was taking digoxin, frusemide, and potassium supplements. Her subsequent progress was excellent, the diuretics were discontinued, and at present (12 months after operation) she is pink, fully active, and shows no signs of heart failure. The electrocardiogram shows sinus rhythm and the chest radiograph shows only moderate cardiomegaly.
Discussion
The association of complete atrioventricular canal and tetralogy of Fallot was first described by Bull in 1885 and more recently by Mouquin et al in 1956 . It is a rare combination that would appear to occur more often when the atrioventricular canal is of type C (Fisher et al, 1975; McCabe et al, 1977) . McMullan et al (1972) described four patients with valvar and infundibular stenosis in their group of 27 patients with complete atrioventricular canal treated surgically. Not enough details were provided to say whether these had tetralogy of Fallot associated with atrioventricular canal or just valvar or infundibular pulmonary stenosis.
These combined malformations could be correctly diagnosed before operation. Sometimes, as in our case, the complete diagnosis may be missed. Suspicion should be raised in patients with tetralogy of Fallot and features of Down's syndrome. A loud systolic murmur, radiating more widely than in patients with tetralogy, and a separate systolic murmur from mitral or tricuspid regurgitation may be present (Tandon et al, 1974) . Left axis deviation in the electrocardiogram with a counter-clockwise loop in the frontal plane should give rise to suspicion. Our patient, as well as those reported by d 'Allaines et al (1969) and Mills et al (1976) Careful assessment of the anatomy at operation is important if a successful correction is to be achieved. The parietal band of the crista is deviated anteriorly, and the aorta overrides the septum. According to Lev and colleagues (1961) 
